ety of Cardiology Heart Failure Long-Term Registry showed that all-cause mortality among acute HF patients was 4.9% during the index hospitalization and 23.6% within one year, and the incidence of the combined outcome of death or HF hospitalization within a year of discharge was 40.1%. 8 After discharge, the transition phase from hospital to home is a vulnerable period, characterized by high rates of readmission. 4, 9 The success of this phase necessarily reflects the quality of hospital treatment but, importantly, it also requires intensive education of patients and their family or caregivers and the development of an effective transition and follow-up plan. There is no single HF care model, nor do such care models demonstrate a class effect. Successful structured HF programs should include patient education, be multidisciplinary and have specialized follow-up procedures, and care must be maintained along the continuum of HF. Patients included on well-structured HF management programs have better outcomes. 7 The objective of the single-center study by Agostinho et al. published in this issue of the Journal was to evaluate the impact of a structured follow-up program for HF patients on readmission and mortality rates and on quality of life, after an episode of hospitalization due to the syndrome. 10 The study population consisted of 50 consecutive patients admitted to a general cardiology ward for acute HF between April 2016 and November 2017, who were discharged after the implementation of a protocol-based follow-up program. The control group consisted of patients discharged before the beginning of the program. The two groups were assessed https://doi.org/10.1016/j.repc.2020.01.001 0870-2551/© 2020 Sociedade Portuguesa de Cardiologia. Published by Elsevier España, S.L.U. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/). using a score with three variables (New York Heart Association functional class at discharge, left ventricular ejection fraction and age). As reported by the authors, caution should be exercised in interpreting the study outcomes, as it was not a randomized controlled study and the sample size was small. Another factor that may limit the interpretation of the results includes the fact that the two groups were studied at different times.
Notwithstanding these limitations, the study's results corroborate what is reported in the literature and show that a structured HF follow-up program has a considerable impact on patients' prognosis, with significant reductions in all-cause and HF readmission, mortality and the composite endpoint of all-cause readmission or mortality. As pointed out by the authors, the success achieved may be related to the intrinsic characteristics of the protocol; among other factors, patients included in the follow-up program were prescribed significantly more therapies with prognostic impact.
In this particular study, the fact that it is exclusively centered on the cardiologist, as stated in the protocol, is feasible for a small number of patients, but would make it difficult to implement outside the context of a clinical study. It would be desirable to extend this program and develop it using a multidisciplinary HF team approach.
Although there is no doubt about the importance of such structured follow-up programs, in Portugal there seems to be some inertia in the creation of HF management programs, as only a minority of hospital centers have actually implemented these measures. The best model for treatment of HF patients is one that fits local conditions, aiming to improve the prognosis of the patient with HF.
